


PROGRESS NOTE
RE: Leroy Morrow
DOB: 04/15/1948
DOS: 06/19/2025
Windsor Hills
CC: Assume care.
HPI: A 78-year-old gentleman seen in his room. He was seated in his wheelchair watching television. He is generally quiet. I introduce myself. I have seen him around in the hallways and I told him that I was following him as his doctor. He was quiet and did not resist. The patient gets around facility in a manual wheelchair that he propels. He is generally quiet, goes out for meals and generally keeps to himself when it comes to personal care and taking medications. He can be resistant and talking to him does not usually work it is just given him time and going back usually more than once. The patient can be easily agitated by other residents and needs redirection. Something staff noted was that he does not sleep at night and that is one of the first things that the patient told me. When I asked him how he was doing and if there is anything bothering him and he said that he does not sleep at night. Review of his medication indicates that he gets 50 mg of trazodone at bedtime, but that has been ineffective. The patient was quiet and I was able to examine him and he was able to give some information.
DIAGNOSES: ASCVD, HTN, HLD, history of heart failure, depression, chronic pain syndrome, BPH, vascular dementia without BPSD, constipation, iron deficiency anemia and dysphagia.
MEDICATIONS: Trazodone 50 mg h.s., melatonin 10 mg h.s., Prozac 10 mg q.d., iron tablet one q.d., metoprolol 25 mg q.d., Flomax one cap q.d., MVI q.d., Colace one capsule b.i.d., senna plus two tabs q.d., Lipitor 10 mg h.s., levothyroxine 75 mcg q.d. and Aricept 10 mg h.s.
ALLERGIES: NKDA.
DIET: Regular mechanical soft with thin liquid.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished gentleman seated quietly in his wheelchair watching television. He was quiet, but cooperative to exam.
VITAL SIGNS: Blood pressure 128/78, pulse 64, temperature 97.8, respiratory rate 18, O2 sat 97% and weight 158.6 pounds.
HEENT:  Male pattern hair loss. EOMI. PERRLA. Conjunctivae are kind of muddy in appearance red color. Nares patent. He has mustache and beard. Native dentition with several teeth missing and in poor repair. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort in rate. Lungs fields clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. Bilateral lower extremities. He can use arms and legs to propel his manual wheelchair. He self-transfers without difficulty. No frequent falls. He has trace to +1 edema of the dorsum of both feet, however, ankles and lower legs no edema. He has good grip strength of upper extremities.

SKIN: Warm, dry and intact with fair turgor.

PSYCHIATRIC: He is quick to become irritated and snap at people. Can be stubborn about cooperating with care but staff are good at dealing with him and he comes around.

ASSESSMENT & PLAN:
1. Anemia. H&H are 11.2 and 38.1 with MCV and MCH of 69.9 and 20.6 both lower then should be indicating microcytic anemia thus iron supplement is appropriate and will continue.
2. Renal insufficiency. Creatinine is 1.52, but GFR is in target range.
3. Hypothyroid. The patient’s recent TSH is 0.89 in target range on current dose of levothyroxine no change.
4. Pain management. I talk to him about musculoskeletal or joint pain and he denies having any. He has Tylenol available and is able to ask for it.

5. Care resistance. I am going to start Depakote at 125 mg b.i.d. and will see if that is effective.
CPT 99350
Linda Lucio, M.D.
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